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Daily rehabilitation improves physical function at 6 months, but not hospital
length of stay, in patients with acute respiratory failureSynopsisSummary of:Morris PE, BerryMJ, Files DC, Thompson JC, Hauser J,
Flores L, et al. Standardized rehabilitation and hospital length of
stay among patients with acute respiratory failure. JAMA.
2016;315:2694-2702.
Question: In patients admitted to the intensive care unit with
acute respiratory failure requiring mechanical ventilation, does a
program of standardised rehabilitation therapy decrease hospital
length of stay compared with usual care? Design: Block randomised,
controlled trial with outcome assessor blinding. Setting: A single
North American hospital. Participants: Inclusion criteria were:
being aged  18 years,[1_TD$DIFF] admission to a medical intensive care unit[3_TD$DIFF],
and requiring either invasive or non-invasive positive pressure
ventilation with an arterial oxygen partial pressure to fractional
inspired oxygen ratio < 300. Exclusion criteria included: neuromus-
cular disease impairing weaning from ventilation; acute hip
fracture; unstable cervical spine or pathological fracture; current
hospitalisation for> 7 days; mechanically ventilated for> 80 hours;
previous cognitive impairment; prior inability to walk without
physical assistance; do-not-intubate orders; moribundity; or en-
rolled in another research study. Randomisation of the 300 partici-
pants allocated 150 to an intervention group and 150 to a control
group. Interventions: During hospitalisation, participants in the
intervention group received [4_TD$DIFF]various types of exercise (ﬁve repeti-
tions of passive range of motion for [5_TD$DIFF]all [6_TD$DIFF]limb [7_TD$DIFF]joints, [2_TD$DIFF]bed mobility,
transfer training[8_TD$DIFF], balance training[9_TD$DIFF], and progressive resistance
exercises) administered by a rehabilitation team three times daily,
7 days a week. Participants in the control group received usual
care, including physiotherapy during weekdays, if ordered.1836-9553/ 2016 Australian Physiotherapy Association. Published by Elsevier B
creativecommons.org/licenses/by-nc-nd/4.0/).Outcome measures: The primary outcome was hospital length of
stay following randomisation, which included long-term acute care
facility length of stay. Secondary outcomes were physical function
(measured using the Short Physical Performance Battery, strength,
the Functional Performance Inventory and the Short Form-36
Physical Functioning Scale) and health-related quality of life
(measured using the Short Form-36 and the Mini-Mental State
Examination). Most secondary measures were collected at intensive
care discharge and/or hospital discharge as well as at 2, 4 and
6 months. Results: There was no between-group difference in
hospital length of stay (median difference [10_TD$DIFF] .0 days, 95% CI –1.5 to
3.0). There were no between-group differences in the secondary
outcomes at any time point, except for greater scores in the
intervention group for the following measures at 6 months: Short
Physical Performance Battery (MD1.1, 95% CI 0.04 to 2.1); Functional
Performance Inventory (MD 0.2, 95% CI 0.04 to 0.4) and Short Form
36 Physical Functioning Scale (MD 12.2, 95% CI 3.8 to 20.7).
Conclusion: A program of standardised rehabilitation therapy
delivered in intensive care did not reduce hospital length of stay
but improved physical function at 6 months.
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http://dx.doi.org/10.1016/j.jphys.2016.10.005CommentaryPost-intensive care syndrome, the term used for poor functional
recovery following critical illness, is common in intensive care
survivors.1 Physiotherapists are ideally positioned to assess and treat
patients during and after critical illness to minimise post-intensive
care syndrome; however, there are several important considerations
for clinical practice.
First, in this single-centre study by Morris and colleagues,
rehabilitation commenced earlier and occurred more often during
the intensive care stay in patients randomised to the intervention
group, demonstrating clear separation between the groups. This was
achieved with three staff, including a physiotherapist, an intensive
care nurse and a nurse assistant, who delivered passive movements,
strength training and functional task training. This highlights the
increased levels of staff required to safely and adequately deliver
rehabilitation to critically ill patients.
Second, there was no between-group difference in the days of
intravenous sedation or Richmond Agitation-Sedation Scale scores.
This contrasts with a previous study of early mobilisation in intensive
care that demonstrated improved functional independence at hospital
discharge with an intervention that combined both sedation
interruption and rehabilitation during the intensive care stay.2[1_TD$DIFF]
Finally, the primary outcome was hospital length of stay, which
is an outcome that may be inﬂuenced by clinical practice, levels of
social support and survival. In a previous publication from theAustralian and New Zealand Intensive Care Society Clinical Trials
Group, recommendations were made for reporting intensive care
and hospital length of stay in clinical trials separately for survivors
and non-survivors.3 The secondary, exploratory analysis of physical
function must be interpreted with caution, especially as 56%
(intervention group) and 54% (control group) of participants were
available for follow-up assessment at 6 months.
This study adds to the growing body of evidence in intensive care
rehabilitation, including the requirement for increased staff,
consideration of the level of sedation, and the inherent difﬁculties
in assessing and treating patients beyond hospital discharge.
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